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• 27y/female

• h/o RTA 13 years ago   Left facial pain   ? left trigeminal 
neuralgia

• Ganglion blockade in 2020/2022/2024

• Radio ablation of left trigeminal nerve in 2024 



• Microvascular decompression on  29th January 2025

• Right eye ptosis on 30/1/25 (POD-1)  resolved 
spontaneously over 15 days

• Left eye ptosis on 8/2/25   recovered in 1month

• B/L hearing loss since march 2025



• p/w visual hallucinations / behavioral changes since 14 days 

• a/w excessive day time sleepiness 

• Bowel/ bladder incontinence

• Imbalance while walking +



NO HISTORY OF :
• Limb weakness 

• Sensory complaints

• Seizures 

• Fever 

• Headache

• Constitutional symptoms 

 



• Admitted in the outside hospital for the same.

• Referred to our hospital for further evaluation



On admission – 

• Conscious, following commands 

• Disoriented to time / place / person

• Left LMN facial palsy +



• Left eye abduction weakness (lateral rectus palsy +)

• Right eye adduction  weakness (medial rectus palsy +)

• B/L gaze evoked nystagmus +

• Finger nose dysmetria + (L>R)

• Dysdiadochokinesia +






• PR- 88/min 

• BP– 110/70 mmHg

• Spo2 – 98% on RA



DIFFERENTIALS :

• ?Brain stem Encephalitis

• ? CNS Demyelination 

 



INVESTIGATIONS :
• Routine labs – WNL 

• ANA IFA  and Blot- negative 

• 2D echo – normal 













CSF R/M –

•  protein – 284

• Glucose – 71 

• TLC – 18 

• CSF CBNAAT – NEGATIVE

• CSF CULTURE – NO GROWTH



• NMO – moderate positive 

• MOG – negative 

• ANCA profile - Negative



• Final Diagnosis – NMOSD-Diencephalic Syndrome  



TREATMENT :

• Patient was started on Plasma Exchange

• Completed 7 cycles of plasma exchange

• Started on Inj Rituximab  Currently completed 2 induction 
doses 

• On improving trend i/v/o sensorium, EOMs and gait






DISCUSSION :
• Neuromyelitis Optica (NMO) is a demyelinating disease hallmarked by 

two distinct presentations: bilateral optic neuritis and transverse 

myelitis.

• Discovery of Aquaporin-4 antibodies were key in expanding the clinical 

spectrum of NMO

• Eventually, the term NMOSD was created in 2007.



• Historically, one of the clinical criteria for the diagnosis of NMO was a lack 

of brain involvement on MRI.

•  However, more and more studies have cited the involvement of the brain. 

• While brain involvement may seem common, thalamus and sub- thalamus 

involvement remains relatively quite rare. 

• In fact, only 3-4% of NMOSD presents with diencephalic syndrome

• About 1/3rd present with brain stem syndrome. 





• long corticospinal lesions, hemispheric cerebral white 
matter lesions and periependymal lesions in the 
diencephalon, dorsal brainstem and white matter adjacent 
to lateral ventricles are typical of NMOSD. 

• In contrast, juxtacortical, cortical, or lesions perpendicularly 
oriented to the surface of the lateral ventricle suggests MS 
as the diagnosis.





THANK YOU
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